Background: Decreased strength and range of motion in the hand are often seen in rheumatoid arthritis (RA). Positive effects on hand function in RA patients after hand exercise and individual education in joint projection including coping strategies (ADL education) is shown (1;2). However, it is unknown if a combination of both will further improve hand performance. Objectives: To investigate the effect on ADL ability of a hand exercise program as add on to an ADL education program in women with RA. Methods: Women with RA involving the hand on stable medication for at least three months were recruited. At baseline participants were examined by a rheumatologist who assessed joints of the hand and ruled out contraindications for participation e.g. massive malalignment of the joints. Inflammatory markers of the blood, hand pain and grip strength were also measured. The ADL motor ability was assessed using the observation-based Assessment of Motor and Process Skills (AMPS). After baseline examination randomized to ADL education + hand exercises (intervention; IG) or only ADL education (control; CG) was made. All participants received three to four sessions with an occupational therapist learning how to perform ADL tasks overcome their specific hand problems. The intervention group also received a hand exercise program, to be conducted four times a week, for eight weeks, containing exercises for improving range of motion and strength; once a week the exercise program was supervised by a physiotherapist, to correct and prevent overload and to increase load if possible. Primary outcome measure was change in observed ability to perform ADL tasks (AMPS) at week 8. Secondary outcomes include grip strength, pain, joint count, inflammatory markers and self-reported function. After eight weeks, all baseline measures were repeated and changes from baseline were calculated based on the Intention To Treat (ITT) population. Clinicaltrials.gov Identifier: (NCT02140866) Results: Fifty five patients were randomised to IG (n=28) or CG (n=27); 22 and 25 patients, respectively, completed the trial. The ITT-populations mean age was 63.8 (12.8) years, mean disease duration was 12.4 (11.0) years. Baseline tender and swollen joint count was 5.07 (4.85) and 1.37 (1.72) respectively, the hand pain was 41.95mm (right) and 35.78mm (left) (VAS) and hand grip strength was 18.25 kg (right) and 17.46 kg (left). Baseline AMPS ADL motor measure was 1.36 (0.46). As judged by the 95% confidence intervals, no difference in change from baseline was seen between the groups (see table) .
Conclusions:
A hand exercise program as add on to an ADL education did not improve ADL ability more than ADL education alone in women with RA experiencing decreased ADL ability involving the hands. To evaluate an add-on rehabilitation programme designed to enhance and prolong the effect of rehabilitation in adult patients with rheumatic diseases.
OP0255-HPR AN ADD-ON PROGRAMME IMPROVED THE SHORT-TERM, BUT NOT THE LONG-TERM EFFECT OF REHABILITATION IN PATIENTS WITH RHEUMATIC DISEASES: RESULTS FROM A PRAGMATIC MULTI-CENTRE STEPPED-WEDGE CLUSTER RANDOMIZED CONTROLLED TRIAL

Methods:
We conducted a pragmatic multi-centre stepped-wedge cluster randomized controlled trial in six rehabilitation centres in Norway. All centres started simultaneously to include patients in the control phase (traditional rehabilitation), whereupon they switched to the intervention phase (add-on programme) sequentially and in randomised order. The add-on programme comprised structured individualized goal planning, motivational interviewing, a self-help booklet and four supportive follow-up phone calls the first five months after discharge. Data were collected on admission, discharge, 6 and 12 months after discharge. Primary outcome was health related quality of life (HR-QoL) measured by the individualized Patient Generated Index (PGI). The main statistical analysis was a linear repeated measures mixed model performed on the intention to treat population (all available data).
Results: 389 patients with various rheumatic diseases (SpA, RA, OA, and SLE) were included (table 1) . A significant treatment effect of the add-on intervention on HR-QoL was found on discharge (mean difference =3.32 [95% CI: 0.27, 6.37], p=0.03). There were no significant differences between the groups at 6 and 12 months. Treatment compliance was 94%, and response rate >80% at all time points. Both groups showed a positive effect of rehabilitation in terms of increased HR-QoL at discharge, which subsequently declined, although the values remained at higher levels after 6 and 12 months compared with baseline values (figure 1). 
Conclusions:
The add-on intervention enhanced the short-term effect of rehabilitation with respect to HR-QoL, but did not prolong the effect as intended. The findings suggest that individualized structured goal planning should be considered important and relevant in rehabilitation of patients with rheumatic diseases. Although this study evaluated the effect of a complex intervention, and not the effect of single components, the results indicate that supportive telephone follow-up after discharge do not prolong the effect of rehabilitation. However, this study showed a longer lasting effect of rehabilitation in both the control-and intervention group, compared to previous reports. Background: Previous studies indicate that patients with systemic lupus erythematosus (SLE) have a reduced physical activity compared to controls and public health recommendations. However, most studies have used questionnaires without expressing the energy requirements for the activities.
Objectives:
We investigated if self-reported physical activity, expressed in Metabolic Equivalent of Task (METs)-minutes/week, in patients with SLE is reduced. The aim was also to investigate if they fulfil the public health recommendations for physical activity. Methods: 103 patients (93 women/10 men, mean age 51.5 (SD 15.9) years) with SLE according to the 1982 revised ACR criteria for SLE were involved. Physical activity was assessed with the short version of the International Physical Activity Questionnaire (IPAQ), which measure physical activity the last seven days. The IPAQ scientific group classify physical activity into the following categories: "inactive", "minimally active"(equal to public health recommendations) and "health enhancing physical activity". Those individuals who do not meet the criteria for the two latter categories are considered inactive. Results: The patients reported that they were physically active in median 1666 (interquartile range 693; 3759) METs-minutes/week (n=84). The patients answered that they were sitting in median 6 (interquartile range 4; 8) hours/day the last week (n=98). 59.6% of the patients achieved a minimum of at least 600 METs-minutes/week, i.e. they were active 5 or more days with any combination of walking, moderate-intensity or vigorous intensity activities ("minimally active"). 17.9% achieved a minimum of at least 1500 METs-minutes/week, i.e. they were active on vigorous-intensity on at least 3 days or; achieved a minimum of at least 3000 METs-minutes/week, i.e. they were active 7 or more days on any combination of walking, moderate-intensity or vigorous intensity activities (" health enhancing physical activity"). 22.6% of the patients were "inactive". Conclusions: In the investigated patients with SLE, the majority were "minimally active" according to IPAQ-categories, which is sufficiently physically active according to the minimum level of public health recommendations. However, only 1/5 reached "health enhancing physical activity" category and 1/5 were considered physically "inactive". Health professionals could use the short version of IPAQ to find out which patients with SLE need support in physical activity programmes. 
